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GANGRENE OF THE TONSIL.’ 

By Charles W. Richardson, M.D., 

OP WASHINGTON, D. C. 

At the twenty-fifth annual meeting of the American Laryngolog- 
ical Association, held in Washington, I had the pleasure of present¬ 
ing a case of this unusual condition, which was read by title. Since 
the report of this case, I have had the fortune to observe another 
case of a similar character, and, as the condition seems to be of such 
unusual character, I have incorporated my first case in this paper, 
as well as given abstracts of the only 3 cases which I find under the 
title of gangrene of the tonsil in medical literature. It seems passing 
strange that this condition should be so infrequently observed; more 
strange, if of such infrequent occurrence, that I should have had 2 
cases under my observation within fourteen months. The diagnosis 
presents no difficulty; the physical signs and the constitutional mani¬ 
festations are too positive. The exclusive bacteriological investiga¬ 
tion and the rapid fatal termination can leave no doubt in the minds 
of the most skeptical diagnostician. The characteristic stench of 
the disorganized tissue is, like the odor of atrophic r h initi s, once 
recognized, never forgotten. 

Case I.—On March 1st I was called in consultation to see a 
patient residing about nine miles from Washington. It was late in 
the afternoon when I reached the patient’s house, and it was nearly 
an hour later before the consultants were with me. 

On the presentation of the case to me by one of the consultants 
and carefully going over the history and the temperature sheets, I 
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could see at once that the case, whatever might be its cause, was one 
of extreme sepsis. The history as presented to me was as follows; 

The patient was a man of robust physique, aged forty-five years, 
addicted to excesses. About ten days before he had returned from 
a trip to the North, at which time he had been using alcoholics to 
excess. When he first came under the observation of the physicians 
in charge, he had considerable difficulty in swallowing, marked infil¬ 
tration of the right side of the neck, with other characteristic symp¬ 
toms of quinsy. In a couple of days it was stated that the patient 
had a discharge of pus from the nose and mouth, with which there 
was a subsidence of the swelling in the right side of the neck, a 
restoration of the normal voice, no further difficulty in deglutition, 
and the return of the ability to open the mouth freely and widely. 
About two days thereafter the physician in charge saw what he 
supposed to be some white spots on the right tonsil. He then 
thought that the case was probably one of diphtheria, although 
there was a doubt in his own mind as to the diagnosis. The next 
day, however, he administered 3000 units of antitoxin. On the 
second day thereafter there were 3000 more units given. From the 
first administration until I saw him he received in all 16,000 units 
of antitoxin. Even under this repeated use of antitoxin there was 
no improvement in the patient’s condition. He gradually but pro¬ 
gressively grew worse. On the ninth day of his illness the patient 
became delirious, and on the tenth and last day of his life I was 
called in consultation. 

At this time the patient’s temperature was 102°, his pulse 120, 
soft and compressible; and he was in a muttering delirium. On 
inspection, which was comparatively easy for one in a delirium, and 
in such a serious condition, I was at first struck by the absence of 
the characteristic diphtheritic odor of the breath, and was impressed 
by the peculiar odor which is due to sloughing tissue. On depress¬ 
ing the tongue I was quite unprepared for the sight which I observed. 
On the right side the tonsil, die anterior and the posterior pillar, and 
as far down in the pharynx as I could see was one continuous mass 
of grayish, brownish, putty-like slough. The left tonsil and the 
curtain were perfectly normal. I particularly noticed the fact that 
there had already formed a complete line of demarcation between 
the necrotic and the normal tissue. The examination was pro¬ 
longed until a careful and thorough inspection was made of the dis¬ 
eased area, and both the consultants had examined it with the same 
care. On consideration of the case, they both told me that the first 
they had noticed of the sloughing was the day before, when there 
was a narrow white line of diseased tissue; but, judging from the 
complete line of separation, I was rather inclined to believe that 
their examination was not as perfect a one as had been made by 
me. The patient was in extremis, and died two hours after I first 
saw him in consultation with Drs. Chappil and Kleinschmidt 
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Case II.—On May 17, 1904,1 was called in consultation by Dr. 
Edward F. Pickford to see an unusual case of ulceration of the 
tonsil. The subject was a man, aged thirty-six yearn. His occupa¬ 
tion was that of an insurance agent He was married, and, as far 
as could be ascertained, led a moral life in every respect Denied 
the existence or possibility of venereal infection; no past evidence of 
such infection. Personal habits good. So far as could be elicited, he 
had led a uniform, regular life, from which there had been no devia¬ 
tion in past six months. Family history good. Had had the usually 
infectious diseases of childhood. Dr. Pickford told me that he had 
been called to see the patient on May 4th. The patient stated to 
him that he had had a sore mouth and sore throat for several days. 
Mastication and deglutition were very painful and difficult The 
patient was very fretful and extremely despondent. The temper¬ 
ature was 99.8°. On inspection the breath was noted to be extremely 
foul; the tongue heavily coated; the gums congested, swollen, bleed¬ 
ing readily, and separated from the teeth. There were some isolated 
grayish patches along the lower borders of the gums. The tonsils, 
particularly the right one, were very much enlarged and tender to 
the touch, at this time showing no evidences of ulceration. Two 
days later ulcerative patches were manifest on the right tonsil. 
By May 12th patient’s condition had markedly improved. His 
temperature was normal; he could eat and drink with comfort, and 
his depression of spirits had given way to his usual happy demeanor. 
The swollen gums had receded, the patches on gums and tonsils had 
disappeared, and the tonsils were much reduced in size. Dr. Pick¬ 
ford discharged himself, but was recalled to the patient May 15th. 
On this latter visit Dr. Pickford found quite a change in the condi¬ 
tion of his patient. The principal lesion was now in the tonsillar 
region. The left tonsil was covered with a dirty, grayish-looking 
patch. The mouth was nearly normal. The throat was extremely 
sore and the patient was markedly irritable and greatly depressed. 
Temperature, 99f°. As the deposit on the tongue looked diph¬ 
theritic, Dr. Pickford made a culture, with negative result. Dr. 
Pickford told me on our consultation that he thought the case at 
first to be one of ulcerative stomatitis of scorbutic origin. Exam¬ 
ination made by Dr. Pickford of other systems and organs of the 
body showed them to be in apparent normal condition. -When I 
first saw this patient his countenance showed an exceedingly 
anxious expression; he was very restive, but not unduly nervous. 
Complained greatly of difficult breathing, and was excessively 
despondent and anxious as to his welfare. Told me that his throat 
pained him greatly; that it was almost impossible to swallow food, 
and that he feared to assume a recumbent posture for fear that 
his throat would close. Temperature, 100i°. On e x a min ation, 
under excellent illumination, I found no change in the buccal cavity. 
There was a redness along the edges of the gums and they seemed 
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slightly raised from the teeth. On examination of the fauces the 
change in the right tonsil impressed me at once. The whole surface 
of the right tonsil was covered with a blackish scab-like exudate, 
which had an exceedingly offensive odor. There was no change in 
the left tonsil or in the other portions of the oral pharynx. The 
blackish exudate was subjected to a most vigorous curetting, never¬ 
theless, without being able to reach healthy tissue. The tissue 
removed had all the appearances and smell of necrotic tissue. A 
bacteriological examination had already excluded the presence of 
the Klebs-Loeffler bacillus. The case was diagnosed as dry gan¬ 
grene of the tonsil. On May 18th I again saw the patient His 
general condition was slightly improved, his temperature the same, 
although the local condition looked more unfavorable. There was 
a recurrence of the slough all over the area from which it had been 
removed the day before, as well as extending to the pillars of the 
fauces. Again very active curettement was carried out Smears 
were then made and placed in the hands of Dr. D. W. Prentiss, 
who made the following report: 

“Smear from tonsil; Dr. Charles W. Richardson’s case, May 21, 
1904. A diplococcus resembling the D. lanceolatus more abundant 
than any other organism. Staphylococci fairly abundant. No 
bacilli having'the characteristics of the fusiform bacillus of Vincent 
present No spirillae or tubercle bacilli present.” 

I saw the patient again on May 20th. The necrosis was not only 
more extensive in depth, but also in area. Some attempt was made 
to curette away the necrotic tissue at this visit, but the hopelessness 
of the case, the weakness of the patient, and his pleas caused us to 
desist The patient died from exhaustion June 1, 1904. 

I shall here incorporate an abstract of the three cases previously 
reported in the literature: 

Abstract I.—The case was that of a negro man, aged forty-five 
years, who was admitted to the Roosevelt Hospital August 13th. 
Indications are given in the history, which is quite full, of a sore 
throat first noticed on the 18th. The patient was rebellious against 
the use of the depressor, and little was seen in the pharynx. Note 
of August 20th recites the death of the patient from hemorrhage 
from mouth and nose. At the autopsy “a large ulcerated area was 
found in the pharynx occupying the site of the right tonsil and 
extending for some distance on the postpharyngeal wall; to this a 
large slough was attached by one extremity. The odor was very 
offensive.”—“ Gangrenous Tonsillitis, Fatal Hemorrhage,” by E. 
B. Cragen, New York Medical Journal, September 1, 1888, vol. 
xlviii. p. 233. 

Abstract H.—The patient was a young man, aged twenty-six 
years. Had been attended a week for a sore throat when seen by 
Dr. Howe. “He had the peculiar pallor and partial stupor or 
lethargy of considerable toxamia. The stench in the room was 
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simply fearful, and at once suggested some necrotic process.” At 
the beginning he had the ordinary symptoms of a peritonsillar 
abscess. There was a fetid, brownish fluid issuing from his mouth. 
Deglutition was almost impossible from the great pain; temper¬ 
ature, 104.4°; pulse from 110 to 120. “On looking in his mouth, I 
found his gums, the inner surface of the labia, and the under surface 
of his tongue greatly swollen and covered with deep excoriations or 
ulcers. Both tonsillar organs were swollen and of a deep red or 
purplish color, indicating considerable stasis. On the left side was 
a large tumor that involved the entire tonsillar region, extending 
beyond the median line nearly to the opposite tonsil and well up 
into the nasopharynx. On the anterior surface of this tumor was a 
circular necrosed spot about half an inch in diameter, of a peculiar 
greenish color of gangrenous tissue, and in its centre was a perfora¬ 
tion through which came a dark brownish, grumous discharge.” 
The mass, when removed, was black and firm, and could be sliced 
much as putty or moulding clay can. It had all the appearance of 
having undergone a dry, gangrenous process. The odor was intense. 
“The removal of the tonsil exposed a large cavity lined with half 
an inch or more of greenish-black, necrosed tissue.” The treatment 
was cutting away gangrenous tissue, spraying with hydrogen dioxide 
and the application of nitric acid. By this procedure the gangrenous 
tissue was entirely removed and patient recovered in about three 
weeks. About three months later the patient succumbed to another 
attack.—Report of a “ Case of Gangrene of the Tonsil,” by Alex¬ 
ander C. Howe, Philadelphia Medical Journal , March 17, 1900, 
No. 11, vol. v. p. 643. 

Abstract III.—The case described by Dr. McVeigh occurred 
in a girl, aged ten years. The gangrene affected both tonsils. 
The odor emitted was the characteristic gangrenous stench, which, 
from his description, must have been very penetrating. The dis¬ 
eased condition had existed for several weeks before coming under 
his care. The child succumbed one week after being under his 
observation. He discusses the case, and, from his remarks, we can 
readily judge that he was alive to the nature of the case and its 
differentiation from the tonsillar ulceration of scarlatina, diph¬ 
theria, measles, and abscess.—“Gangrenous Eschar of the Tonsils, 
Death,” by John Francis McVeigh, Dublin Quarterly Journal of 
Medical Science , 1867, vol. xliv. p. 78. 

Remarks. When preparing the report of my first case of gan¬ 
grene of the tonsil, I had occasion to look up the literature on the 
subject and was quite surprised at the small number of reported 
cases. While preparing this paper I again carefully searched the cards 
of the Surgeon-GeneraVs library on the subject of the tonsil, with the 
result of folding only the three cases which I have above abstracted. 

In my first case, on account of the circumstances attendant upon 
the location of the patient and his rapid death, no satisfactoiy study 
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could be made as regarded the exact method of infection. Bvery 
effort was made to trace out the source of infection in the second 
case—the result was as fruitless as that in the first case. The 
patient was in perfect health at time of infection, giving daily atten¬ 
tion to his business. All organs of the body were functionating nor¬ 
mal. Neither in his domicile nor in the food ingested could the 
source of infection be traced. The bacteriological examination'does 
not furnish us with much positive information as to the infecting 
organism. A diplococcus is not the usual type of organism producing 
gangrene, yet it is the one most abundantly found in this case. 
The investigations are of more value in a negative way—we know 
that there were no fusiform bacilli of Vincent’s, no Klebs-Loeffler 
or tuberculous bacilli. I was greatly disappointed with the labora¬ 
tory investigation. The most impressive feature of this second case 
was the intense and penetrating odor of the necrotic tissue. It is 
also interesting to note in the two cases reported by me that the one 
represents the moist and the other the dry type of gangrene. 

Unfortunately, no autopsy was attainable in either of the two cases 
which were under my observation. In the first case, for various 
personal reasons, it was not suggested; in the second I was, unfor¬ 
tunately, absent from the city at the time of the patient’s death. 


THE PREVENTIVE AND REMEDIAL TREATMENT OF 
ACUTE RHEUMATIC ENDOCARDITIS.* 

By Beverley Robinson, M.D., 

OF NEW TORE. 

No practitioner of medicine who has had a dispensary or hospital 
service can help having an earnest purpose and wish to prevent, as 
far as possible, the development of acute rheumatic endocarditis. 
These feelings arise because of the keen appreciation, not of the 
great seriousness at the time of many cases of this disease, but of 
the woful and usually irremedial results which follow it. The 
larger number, as we well know, of all chronic cardiac disorders 
proceed directly therefrom, and when valvular disease is once 
established our power to cure organic lesions which are present is 
lacking, and even our ability to restrict the ultimate outcome of 
stenosis, insufficiency, or myocardial changes is often much limited. 
It is evident, therefore, that the study of prophylaxis in this affec¬ 
tion is most important and far-reaching. We should effect prevention, 
not by directly combating the onset of endocarditis, but rather by 
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